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The postoperative symptoms included headache (27 %), drowsiness (26 %), nausea (22 %), dizziness (11 %) and vomiting (8 %). These symptoms were most common in female patients and when the operating time exceeded 15 minutes. The associated preoperative medical conditions included hypertension (12%), coronary thrombosis (5%) and chronic bronchitis (5%). Discussion Riding (1975) has reviewed the minor sequelh of anesthesia. The present study demonstrates that day-case surgical procedures carry a high postoperative morbidity. It may be worthwhile for anxsthetists to assess the morbidity in their own area and to select anesthetic techniques appropriate for outpatient surgery. This form of surgery must increase if current bed closures and nurse shortages continue. In addition there is sufficient evidence to indicate that young children, married women and businessmen prefer outpatient surgery.
Day-case surgery should not be a second-class service and consultant involvement is essential.
Junior anesthetists should not be exposed to the risks involved in this type of surgery since there is a high incidence of relevant medical histories in these outpatients. Where possible the total operating time should not exceed 15 minutes. The development of anesthetic assessment clinics may prove a profitable advance in patient care in future.
The medicolegal implications are obvious and in Aberdeen a consent form with preoperative instructions and patient assessment questions has been devised. Active cooperation should exist between the hospital, the general practitioner and the district nurse in the immediate postoperative period. The nurse may assist the anesthetist by recording postoperative symptoms; and if suxamethonium has been employed in the anmsthetic technique then the patient's doctor should be informed in case postoperative muscle pains develop.
Outpatients should not be allowed to journey home unaccompanied and they must be discouraged from driving and working with machinery for 24 hours. Despite these precautions anaesthetists should be aware that patients frequently disregard their advice. The centralization of day-case surgical facilities as described by Calnan (1973) may aid patient assessment in the recovery period.
Simple anaesthetic procedures have been shown by Ogg (1972) to give a high postoperative morbidity. The 27% incidence of headache in his study was in agreement with the 15% headache reported by Thomas (1963) . Tyrrell & Feldman (1968) reduced the incidence of headache from 60% to 12% by excluding halothane from their anwsthetic technique. Trichloroethylene and methoxyflurane anesthesia prolong recovery in day-case surgery and can offer little advantage over halothane.
Anesthetists must focus their attention on suitable techniques for outpatient surgery. In the Scandinavian countries local analgesia is popular for minor limb surgery. The combination of intravenous pentazocine for cystoscopies followed by a specific narcotic antagonist may prove a worthwhile area for research. Postoperative analgesia can present problems but Kay (1974) Of these 3199 were day cases. This term is used to cover a patient's arrival, medical examination, anesthesia and surgery, recovery and discharge home, within a period 8.30 in the morning to 5.00 in the afternoon. It is never intended that surgery should be carried out after midday.
This type of work has been undertaken for oral surgery on fit patients, when it is normally anticipated that the surgery will be completed within some 45 minutes; and for dental conservation, particularly in mentally handicapped patients. The nature and extent of the work on these patients result in a considerable increase in the average duration of anesthesia and it is not uncommon for a full-mouth restoration to take some three hours. The distribution of patients between these two groups is set out in Table 1 . The mentally handicapped patients for conservation are likely to manifest other preanesthetic complications such as congenital heart disease. For this reason there is, not surprisingly, a considerable disparity between the general condition of this group of patients as judged by the anesthetist preoperatively and that of the oral surgery group. Indeed this heavy loading of the patients for conservation is really unavoidable since their medical condition is more often than not the primary reason for their requiring a general anwsthetic for the dental work. Over the last three years only about 2 % of the patients in the oral surgery group have been deemed to have a major impairment of health possibly relevant to anesthesia, whereas in the conservation group this figure leaps to 39 %.
In planning this type of work the greatest difficulty is the problem of failure to attend. For day-case general anesthesia three weeks' notice is given to the patient and the 'failure to attend' rate is 25 %.
All these patients require endotracheal intubation. The anaesthetic usually comprises an intravenous induction agent, a short-acting muscle relaxant, nitrous oxide/oxygen and halothane. On discharge patients are given a letter addressed to their general medical practitioner, together with routine postoperative instructions.
The letter sets out the nature of the anesthetic given, the possible sequelae and suggestions as to how these may be treated if necessary. It also states clearly whom to contact in the event of any difficulty and includes the home telephone number of the anesthetist who signs it.
All such work is undertaken on the clear understanding that, if required postoperatively, a bed will be available in hospital. In the period 1966 to 1974, out of a total of 3199 day cases, 25 (0.8 %) required postoperative admission to hospital. The indications for such admission are set out in Table 2 . It will be seen that of 25 admissions, 12 were directly attributable to surgical causes, 8 to anesthetic causes, and 5 to others.
Horton & Rosen (1974) surveyed 100 of these patients to assess the postoperative discomfort which they were liable to experience. In broad terms their conclusions were that the incidence of sore throat was very high indeed (almost 100%) and that this incidence was not related to the type of endotracheal tube used, the presence or absence of a cuff on the tube, or the type of throat-pack used. The incidence of muscular pains consequent on the administration of suxamethonium was of the order of 20%. In spite of these discomforts the patients appeared to have a strong preference for day-case as opposed to inpatient treatment. The papers are being published in Anesthesia. July 1975, 30, 476, and September 1975 (in press) .
A tape recording of the meeting may be obtained from Dr J S M Zorab, Department of Anmsthetics, Frenchay Hospital, Bristol.
